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AccessCare Network Sites 

AccessCare Network Counties 

Access II Care of Western NC 

Access III of Lower Cape Fear 

 Southern Piedmont Community Care Plan 

Community Care Plan of Eastern NC 

 Community Health Partners 

 Northern Piedmont Community Care 

 Partnership for Health Management 

 Sandhills Community Care Network 

 Community Care of Wake and Johnston Counties 

Community Care of North Carolina 

Carolina Collaborative Comm. Care 

Carolina Community Health Partnership 

Comm. Care Partners of Gtr. Mecklenburg 

Central Piedmont Access II 

Central Care Health Network 



 Why do Integrated Care ? 

 

 What are the resources currently available? 

 

 What is the focus of Integrated Care ? 

 

 How do you measure the success ? 
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 Surgeon General Report says that 20% of the 
population has a mental health diagnosis 

 Nearly 70% of all health care visits have a 
psychosocial component ( Fries, et. Al 1993, 
Shapiro et al., 1985)  

 67% of all psychopharmacological drugs are 
prescribed by primary care physicians 

 Simon report (1992) suggests that on  
average, primary care patients with even mild 
levels of depression use two times more health 
care services annually than their non-depressed 
counterparts 
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What does the Research Say? 

 



 Primary Care and Psychiatry - inadequate 

resources and poorly distributed 

 Increase in Medicaid covered population - 

estimated 400,000-600,000 in NC in 2014 

 Over-representation of 21-64 year olds in new 

Medicaid = Subtsance Abuse (SA) issues 

 Current delivery model of care overwhelmed - 

mid-level, telemedicine, triage 
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Workforce 



Models of Care 

 Based on Chronic Care Models 

 Diabetes, Asthma, CHF 

 Depression, ADHD, Substance Abuse 

 Co-Location of Care (Bi-Directional) 

 Licensed Behavioral Health (BH) professional within practice 

 Integration of Care 

 Principles of BH prevention, early identification, Mental 

Illness (MI) are part of practice  

 Four Quadrant Model 

6 



Resources in NC 

 One million plus Medicaid lives in CCNC 

 Medical Homes in CCNC  

 14 Networks- local control 

 1400 Practices 

 4,000 PCP providers 

 Behavioral Health 

 10 FTE psychiatrists in the 14 networks 

 Full-time Behavioral Health Coordinators in each Network 

 Specialty behavioral health network  
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Initial Focus 

 

 Navigating the MH/SA system 

 Motivational Interviewing 

 Generic prescribing in depression 

 Other:  

 Screening tools- prevention/early intervention 

 Pain management 

 Palliative care 

8 



Generic Prescribing 

 

 Develop tools for Primary Care Provider (PCP) 

decision making 

 Academic Detailing using network psychiatrists 

 Possible use of generic samples 

 Limited ability for pharmacy Prior Approval (PA) 

in NC with Behavioral Health Medications 

 In NC, each 1% increase in generic utilization 

saves $8-10 million 
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Generic Prescribing in 

Depression 

 77% generic utilization in SSRI class ($9.35 
average cost of fill) 

 65% generic utilization all antidepressants 
classes 

 SSRI utilization 23% Brand; 78% of cost 
($108 average cost of fill) 

 Lexapro and Cymbalta in top 15 of costliest 
meds in Medicaid (10/15) 

 In last month, $1.9 million spent 
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Quality Monitoring 

 Data Mining 

 Informatics Center 

 Pharmacy Home 

 Compliance with Quality measures 

 Depression - improvement in serial PHQ-9 

 ADHD- 30-day follow-up visit; continuity of medication 

adherence  

 SA- use of SBIRT 
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 System Data 

 

 Individual Point of Care Data 

 

 Pharmacy Data 

 

 Quality Outcome Data 
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Informatics Center 



Hospital census indicates a Medicaid patient has been 

admitted… is this someone a care manager should 

see? 



Patient has PCS and mental health service providers, saw psychiatrist in 

May… 

but last saw PCP in January and cardiologist in November 



Parameterized List of ED Visits, Updated with every claims payment cycle 

The Results We’re Looking For!:  Tracking Processes and Outcomes at 

Patient, Practice, Network, and Program Level 



The Pharmacy Home Project 

 “Create a Pharmacy Home, virtual or 
otherwise, where drug use information 
from multiple sources* is  gathered to 
better inform prescribing and 
intervention strategies”  

Premise of the Initiative 

*(Medical Chart, Claims, Patient, Home Visit, Pharmacist and Case Manager) 



Focus of Center for Medicare/ 

Medicaid Innovation (CMI) 

 Build on the current foundation of Medical and 

Healthcare Homes. 

 Integrate patient centered medical homes with 

Accountable Healthcare Organization strategies. 

 Invest in advance optimization of medical and 

healthcare homes scope of service, capacity, and 

capabilities. 

 Continue to test various payment methods to 

support medical home expansion. 

 

 

 

Source: Presentation by Anthony Rodgers, July 2010 



 

 

 

DISCUSSION 


